Abstract: Epidermoid cysts that appear in the midline of the head & neck are, usually, a result of entrapped ectodermal tissue of the first and second branchial arches, which fuse during the third and fourth weeks in utero. The incidence in the floor of the mouth of the oral cavity is very rare. We report a case of a large sublingual epidermoid cyst in a young male patient with emphasis on the management.
Introduction
Epidermoid cysts are cystic malformationsencountered throughout the body, with 7% occurring in the head and neck and 1.6% within the oral cavity. 1, 2, 3 They represent less than 0.01% of all oral cavity cysts. 1, 2, 4 Epidermoid cyst is lined by a simple squamous epithelium. Histological variants of an epidermoid cyst include dermoid and teratoid. Dermoid cysts possess skin adnexa in their cyst wall, while teratoid exhibit other tissues such as muscle, cartilage and bone. 5, 6, 7 All these three cysts owing to their squamous epithelium lining may enclose cheesy keratinaceous material within their lumen. 4 Epidermoid cysts are believed to be most common variant with teratoid cysts being least common. They are generally found in sites where embryonic parts fuse together. 8 Majority of the reported cases are in the midline of the body.
In the oral cavity, it occurs most frequently in the area of the floor of mouth and may also occur on the tongue, lips or in the jaws. We report a case in which a 25-year-old male patient developed an epidermoid cyst presenting as a large sublingual swelling causing speech and swallowing difficulties.
Case Report
A 25-year old male patient presented with a swelling below his tongue since 3 months. Medical history was noncontributory. The patient could not say precisely when the lesion initially developed, but reported speech and swallowing difficulties for the past 3 months. Extra oral examination was insignificant and lymph nodes were not palpable. Intraoral examination revealed a 5 cm × 5 cm, sessile, non-ulcerated, smooth-surfaced, normal coloured, well-defined sublingual swelling occupying the entire floor of the mouth (Fig. 1 ). Surgical excision of the lesion was planned under general anesthesia. An intraoral midline incision from the base of the tongue to the floor of the mouth wasused to access the lesion (Fig. 3 ). Special attention was paid to protect the Wharton's ducts bilaterally. The cyst was completely exposed and on evaluation partial caudal herniation through the mylohyoid muscle was seen. A combination of sharp and blunt dissection was used to free the cyst with traction and coutertraction. Finally the entire lesion was removed intact. Wound was closed in layers and a nonvacuum drain was kept in situ for 24 hrs.
Macroscopically, the lesion appeared encapsulated and contained a keratin like yellow material ( Final histologic diagnosis was dermoid cyst of the epidermoid type. The patient was followed for 1 year without any signs of recurrence.
Discussion
Numerous etiopathogenetical theories have been proposed to expound the development of epidermoid cyst. Few authors have categorized these cysts into congenital and acquired. Those which are congenitally present are presumed to be dysembryogenetic lesions that arise from ectodermic elements entrapped during the midline fusion of the first and second branchial arches between the third and fourth week of intrauterine life. Instead, they may arise from the tuberculum impar of His which, with each mandibular arch forms the floor of the mouth and the body of the tongue. Acquired cysts derive from traumatic or iatrogenic inclusion of epithelial cells or from the occlusion of a sebaceous gland duct. Some authors proposed that midline cysts may represent a variant form of thyroglossal duct cyst. 9 Clinically, the lesion presents as a slow-growing asymptomatic mass, usually located in the midline, above or below the mylohyoid muscle. Growth of the cyst may be constrained by hormonal stimulus during puberty, producing a hypersecretion of fat, which would explain the greater incidence in the young adult stage. 10 When located above the muscle, the cyst manifests itself as a sublingual swelling and when located below the muscle, it manifests as a sub mental swelling. Its size may vary from a few millimeters to even 10 centimeters. Depending on the size of the lesion, it can displace the tongue and cause dysphagia, dysphonia, and dyspnea.
In our case, the possibility of infection was discarded due to the period of evolution and the absence of pain and of intraoral infectious foci. Malignant tumour was ruled out in view of the lesion's clinical aspect and the absence of lymphadenopathy. Since the clinical aspect was compatible with ranula and because ranulas are far more common than dermoid cysts, this was our first option in the list of our differential diagnosis. Later, on collection of keratin-containing fluid through aspiratory punction, a dermoid cyst became the more plausible choice.
Differential diagnosis of sublingual lesions includes ranula, mucocele, cystic hygroma, brachial cleft cyst, lymphangioma, lymphoepithelial cyst, infectious conditions, heterotopic gastrointestinal cyst and duplication foregut cyst and thyroglossal duct cyst.
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Bimanual palpation and conventional radiography are not always adequate in arriving at proper diagnoses. It is essential to use ultrasonography, CT or MRI together with cytologic examination by FNA. 11 Since it is reliable, economical and eradicates x-ray exposure ultrasonography represents the first choice of imaging technique. It is specifically suitable for young patients. CT and MRI allow more precise localization of the lesion in relationship to geniohyoid & mylohyoid muscles and they also enable the surgeon to choose the most appropriate surgical approach, especially for very large lesions. MRI is superior to CT in terms of soft-tissue resolution and better ablility to depict the internal structure of a mass lesion. Fine-needle aspiration is a safe, cost-effective and reliable tool for preoperative diagnosis of dermoid cysts. Nevertheless, the clinical & radiological diagnosis should be confirmed with the histological examination specifically to determine the specific histologic subtype.
Surgical enucleation is an effective treatment for these kinds of lesions. Marsupialization has also been proposed as a treatment alternative in cases of giant cysts. An untreated epidermoid cyst can achieve large proportions, causing discomfort during mastication, swallowing, and speaking. However, there is no universally accepted protocol pertaining to the timing for surgical intervention. Since these cysts are mainly congenital, they can appear at any phase of life. Hence, the time when they grow significantly large to cause functional disability like dysphagia, dysphonia, and dyspnea The extraoral approach is generally preferred in the case of median geniohyoid or very large sublingual cysts. The transcutaneous approach consists of a submental incision and a sharp, blunt dissection to reach and enucleate the lesion. 13 McGregor describes a symphyseal mandibular osteotomy to enucleate a very large sublingual dermoid cyst. 16 Hemorrhage and hematoma formation are the only complications following surgical intervention which could lead to significant swelling and edema of the floor of mouth and tongue, resulting in respiratory distress and airway obstruction from elevation of the tongue against the palatal vault. Prognosis is generally good with a very low incidence of relapse, usually related to the genial tubercles or to the hyoid bone. Malignant transformation rate of 5% is reported for oral dermoid cysts of the teratoid type.
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Conclusion
Sublingual epidermoid cysts can be managed by surgical excision through an intraoral approach to render a very good cosmetic and functional result. The extraoral incision can be employed when the cyst lies under the geniohyoid muscle. Prognosis is generally good with a very low incidence of recurrence.
